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471-000-406 Nebraska Medicaid Handicapping Labiolingual Deviation (HLD) Index - (NE-Mod) 
Orthodontic Diagnostic Score Sheet: 
 
Handicapping Labiolingual Deviation (HLD) Index - NE (Mod): 
 
The submitting dentist shall complete and submit the HLD-Index score sheet when submitting 
an orthodontic pre-treatment request. The attached score sheet is to be photo copied by the 
dental office for completion and submission. 
 
If the diagnosed condition does not qualify in 1 - 6 listed on the HLD-Index the dental provider 
must complete items 7 - 14. The total score on 7 - 14 of the HLD-Index must be 40 or greater to 
qualify for Medicaid coverage of orthodontic treatment. 
 
Completion instructions are on page 3 of the appendix and on the back of the score sheet.  

 

Nebraska Orthodontic Pre-Treatment Request Form(s): 
 
Orthodontic (interceptive and comprehensive) pre-treatment request must be submitted using 
the description of the treatment to be completed and the dentist's usual and customary fee. The 
pretreatment request can be submitted on the Nebraska Interceptive Orthodontic Pre-Treatment 
Request form, the Comprehensive Orthodontic Pre-Treatment Request form, or on an ADA 
claim. 
 
Completion instructions for the Nebraska Medicaid Comprehensive Orthodontic Pre-Treatment 
Request form are on page 5 of the appendix and on the back of the form. 
 
Completion instructions for the Nebraska Medicaid Interceptive Orthodontic Pre-Treatment 
Request form are on page 7 of the appendix and on the back of the form. . 
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Nebraska Medicaid Interceptive Orthodontic Pre-Treatment Request Form: 
 
Patient Name: Enter the full name (first, middle initial, last name) of the client.  
 
Patient’s Medicaid #: Enter the client's eleven-digit Medicaid identification number.  
 
Birthdate: Enter the client's month, day and year of birth.  
 
Date of Request: Enter the submission date for the request.  
 
Provider Name: Enter the dentist name. 
 
Provider Medicaid #: Enter the eleven-digit Medicaid provider number.  
 
Provider Address: Enter the dentist office address (Street, City, State, Zip).  
 
Provider Phone Number: Enter the dentist office phone number.  
 
Treatment Request: 
 

 Appliances: Under the Maxillary Arch and Mandibular Arch column check the type of  
      appliances being requested. 

 Adjustments of pedodontic and interceptive appliances: Enter the number of adjustments for   
       the Maxillary arch and Mandibular Arch in the appropriate column. 

 Chrome steel wire clasps - enter the number of clasps requested. 

 Attachment springs for appliance - enter the number of springs requested. 

 Enter the dentist usual and customary fee for each treatment being requested 
 

Diagnostic Narrative: Provide information regarding the diagnosis and treatment requested. 
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Nebraska Medicaid Comprehensive Orthodontic Pre-Treatment Request Form: 
 
Client Name:  Enter the full name (first middle initial, last name) of the client. 
 
Client’s Medicaid:  Enter the client’s eleven-digit Medicaid identification number. 
 
Birthdate:  Enter the client’s month, day and year of birth. 
 
Date of Request:  Enter the date the submission date for the request. 
 
Provider Name:  Enter the dentist name. 
 
Provider Medicaid #:  Enter the eleven-digit Medicaid provider number. 
 
Provider Address:  Enter the dentist office address (Street, City, State, Zip). 
 
Provider Phone Number:  Enter the dentist office phone number.  
 
Treatment Request: 
 

 In the Maxillary Arch and Mandibular Arch column check the column for the treatment or 
type of appliance being requested for each arch.  

 Number of months of arch adjustments – Enter the number of months of monthly 
adjustments being requested for each arch.   

 Number of months of retention appliance treatment – Enter the number of months of 
retention visits. 

 Fee Column:  Enter the dentist usual and customary fee for the treatment requested. 
 
Diagnostic Narrative:  Provide information regarding the diagnosis and treatment requested.    
 
 
 
 


